The following is a case of gastric dilatation occurring secondary to recurrent swallowing in a patient spontaneously ventilating through a laryngeal mask airway (LMA).
A 65-year-old woman with metastatic breast carcinoma presented with a pathological fracture of her femur which required a reconstruction nail-a procedure estimated to take five to six hours. She had been started on a course of cyclophosphamide and prednisolone ten days previously, but had no other significant medical problems and examination and investigations were essentially unremarkable. She had no history of reflux, no problems with previous anaesthetics and was fully fasted. Her neck was quite thick, but oral and laryngeal anatomy were normal as noted at laryngoscopy two days previously. A balanced regional anaesthetic was deemed appropriate. After induction with thiopentone, anaesthesia was established with nitrous oxide, oxygen and ethrane and a size 3 laryngeal mask inserted without difficulty using the technique described by Brain. 1 Thirty millilitres of air were used to seal the cuff. The breathing pattern was initially regular with a tidal volume of 450 ml and respiratory rate of 15 breaths per minute. Airway pressures ranged from 2 to minus 5 cm of water. An epidural catheter was sited at the L2/3 interspace and 20 ml 0.5% bupivacaine given over 15 minutes and an epidural infusion of bupivacaine/fentanyl was started to maintain the block. Patient monitoring included a capnograph, end-tidal enflurane concentration, oxygen saturation, expired tidal volume (Ohmeda 5400 tidal volume monitor), blood pressure, ECG, urine output and airway pressures. During surgery the patient breathed spontaneously on 0.5% enflurane in 50% oxygen and nitrous oxide through a circle breathing system in the supine position.
Anaesthesia during the first four hours was uneventful apart from some irregularity in the breathing pattern which did not affect minute volume, was not obstructive in nature and was presumed to be central in origin. During a drape change, however, it was noted that the abdomen had become moderately distended and on careful examination was found to contain air. Bowel sounds were present, but air could also be heard entering the stomach during the irregularities in the breathing pattern, a sound duplicated by gentle IPPV. Examination of the neck was initially unhelpful, but on close palpation swallowing could be felt at these times. To confirm this a second Ohmeda 5400 tidal volume monitor was attached to the inspiratory limb of the circle and it was established that 10 to 50 ml of gas disappeared during those respiratory cycles where swallowing occurred. At this stage an abdominal girth of 89.6 cm at the level of the umbilicus was measured with an extensometer at end-expiration.
Since the operation was almost complete and the patient entirely stable it was thought inappropriate to reposition the laryngeal mask or deepen the anaesthetic, but rather to carefully observe any further abdominal distension and swallowing. Over the remaining thirty minutes of the operation the abdominal girth increased to 91.5 cm and swallowing occurred forty times, however, the patient remained stable and the laryngeal mask was removed uneventfully at the end with the patient awake and in the left lateral position. The LMA was found to be normal. At this point a nasogastric tube was passed and a large volume of gas containing 0.5% ethrane was evacuated. The abdominal girth reverted to 84.8 cm. The height of the block to pinprick was established at T9 bilaterally. Recovery was otherwise unremarkable and abdominal examination one hour later was normal.
The advantages of the LMA in a balanced regional technique have been outlined by Murdoch and Rubin. 2 They stress the need for vigilant airway monitoring and suggest that endotracheal intubation is more appropriate if there is a risk of regurgitation. Payne has clearly shown that despite an unobstructed airway the oesophagus can occasionally be seen through the LMA using a fibreoptic laryngoscope. 3 Swallowing air during balanced regional anaesthesia with a LMA has not previously been reported and was only noted in this patient because the length of the procedure permitted gastric dilatation to occur. A light general anaesthetic, which has not obtunded the swallowing reflex, combined with a misplaced LMA, in which the oesophagus and laryngeal inlet are communicating, can allow this.
This case demonstrates a rare but potentially serious problem which can arise during light anaesthesia with a LMA. It also re-emphasises that the LMA does not reliably separate the respiratory from the gastrointestinal tracts and that constant vigilance is required during its use.
Drug addiction in the parturient harms mother and baby. Recognition and management of opioid abuse early in pregnancy may prevent some problems but other complications may arise unexpectedly. This report documents the avoidance of some potential difficulties and the mismanagement of an unpredicted problem during caesarean section in an opioid addict.
CASE REPORT A 23-year-old, 58-kg woman, gravida 5, para 2, terminations 2, presented in labour at thirty weeks' gestation. She was transferred ninety-five kilometres by air ambulance helicopter with a twelve-hour history of moderate uterine contractions.
The patient had used intravenous heroin until the seventeenth week of her pregnancy, when she changed to oral methadone 25 mg per day.
Drug treatment of her premature labour included intramuscular dexamethasone 20 mg, then two daily doses of betamethasone 12 mg and intravenous salbutamol 3.3 f..lg.min -I increasing to 6.7 f..lg.min -I until maternal headache, tachycardia and foetal tachycardia occurred. Intravenous fluids were glucose-free and restricted to less than two litres per day. Sixteen hours after uterine contractions ceased, salbutamol was changed to oral administration, 3 mg having been administered over fifteen hours. Oral salbutamol was continued for ten days, 24 mg per day in divided doses.
Bed rest proved difficult for this patient, who persuaded her husband and other patients to push her wheelchair outside the hospital so that she could continue to smoke.
Laboratory assessment
No abnormality was detected in serial serum electrolytes, platelets, white cells, liver function, creatinine, blood urea, and glucose.
Cultures from high vaginal swabs grew normal vaginal flora with no haemolytic streptococcus B.
A normochromic normocytic anaemia, haemoglobin 8.2 g/dl was noted. Twenty-four hours after cessation of parenteral salbutamol, two units of packed red cells were slowly infused.
Antibodies were detected to Rubella and Hepatitis C viral antigen, but not to Hepatitis B, or Human Immunodeficiency viruses.
A urinary drug screen was not performed.
